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On June 19, 2008, an investigation
(DCO00D1569) was initiated at Multi Therapeutic _
Services (MTS) to ascertain information regarding : . ' :
the frequency of serious incidents involving Client ;

#1. According to the Department of Health's
incident management system, the following T
! incidents were reported: T

On April 25, 2008, staff reported that Client #1 fell

: . while attempting to exit the shower. The client

: sustained a laceration to his scalp and was

; subsequently transported to the emergency room
(via 911) for evaluation. Client #1 received
sutures to his injury and ‘was discharged that
same day in stable condition. :

On May 13, 2008, staff reparted that Client #1

I appeared to be "very tired." The facility nurse

E took the client's blood pressure and noted that it

| was very low. Client#1 was subsequently

% transported to the emergency room (via 911).

; Client #1 was admitted to the hospital for

; abnarmal labs and hypotension.

! On June 2, 2008, staff reported that Client #1 fell

| and sustained a scrape above his left eye. The
client was transported to the emergency room for.
| evaluation and was discharged that same day in
stable condition. _

’ On June 5, 2008, staff reported that Client #1 fell

‘ and hit his chin on a stair while attempting to

: ascend a staircase in the facility. The client was _ h
escorted to the emergency room and was . - AR ER
diagnosed with a gum laceration. While at the L :

hospital, no x-rays were conducted. The client ' , ’
was given a prescription for antibiotics to be taken . ‘ ’

four times 3 day.

On June 6, 2008, the facility's nursing personnel
reported that Client #1's jaw was swollen, As a
result of the observed swelling, Client #1 was
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i taken back to the emergency raom for x-rays of

| the face and jaw. The report further documented

| that Client #1's Primary Care Physician (PCP)

j called and notified the group home that the client |
had a mandibular fracture. )
On June 8, 2008, the facility's incident
management coordinator reported an allegation
of abuse involving Client #1.on May 7, 2008.
According to incident report, Client #1 revealed to
a Department of Disability Services (DDS)

investigator that a facility staff member "beats me
up all the time *

|

|

|

! During the investigative process on June 30,

l 2008, at 4:28 PM, it was determined that Client

\ #1's health and safety was compromised and an
_\ immediate jeopardy existed under the Condition
| of Participation of Client Protections. The facllity's
| Qualfied Mental Retardation Professional

l (QMRP) was notified via telephone of the

| immediate jeopardy and at approximately 8:40

\ PM systems were emploved by the facility to

; alleviate the immediate concern prier to the

% surveyor exiting the facilily.

{

The findings of the investigation were based on
observations, interviews and a review of records,

| including unusual incident reports. The resuits of | wim

| the investigation revealed that the facility falled to

\ maintain compliance with the Conditions of MTS has made the necessar
1 Participation of Governing Body, Client

|

‘\

\

l

|

|

¢ Y corrections to § N
governing body insures ade, msure that the
Protection, and Facility Staffing.

. routine basis as outlined in s client protections ona
W 102 | 483.410 GOVERNING BODY AND

2 the plan of correction bmit
W 102! and the specific responses to each citation...8-4-05§f e
MANAGEMENT

The facility must ensure that specific governing
body and management requirements are met.
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This CONDITION is not met as evidenced by:
The facility's governing body failed to maintain
general operating direction over the facility to
ensure the maintenance of each client's health
i and safety [ See W104 and W127).
|
The results of these systemic practices revealed
| the facility's Governing Body failed to adequately
-% govern the facility in a manner that would ensure
] clients' were free from neglect. [See also W122]
W 104 | 483.410(a)(1) GOVERNING BODY W 104
The gaverning body must exercise general policy,
budget, and operating direction over the facility.
‘ w104
This STANDARD is not met as evidenced by:
Based on observation s, interviews and record The governing body will insure that the necessary direction
review, the facility’s governing body failed to ‘ is provided routinely as outlined in this plan of
provide general operating directions over the correction.... 8-4-08.
facility as reflected in deficiencies cited Wiz
throughout this report.
] W 122, 483.420 CLIENT PROTECTIONS w122 See responses for W102 and W104 above. .
| - . o It should be noted that client #1 has a degenerative
: The facility must ensure that specific client ' condition that will continue to negatively affect his gross
protections requirements are met. motor function and create other health/safety concerns.
MTS will monitor this deterioration and adjust his plan or
care as needed to reflect his changing needs...8-30-08.
i This CONDITION is not met as avidenced by:
‘ Based on observation, interview and record
review, the facility failed 1o ensure the health and
safety of one client by making certain systems
: were developed/impiemented to reduce the
i frequency of unusual incidents requiring
; emergency medical care (See W127).[ J
FORM CMS-2587(02-99) Prevlous Versians Obsoleie - Event ID:8UVO11 Facility 1D: 08G074 .
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Client #1°s one-to-one staff was trained on the PT protocols

The facility must ensure the rights of all clients.
Therefore, the facility must ensure that clients are
not subjected to physical, verbal, sexual or
psychological abuse or punishment.

This STANDARD is not met as evidenced by:
Based on ebservation, interview and record
review, the facility failed to ensure the health and
safety of one client by making certain systems
were developed/implemented to reduce the
frequency of unusual incidents requiring
emergency medical care, for one of one client
(Client #1) being investigated.

The finding includes;

A. Client #1 was admitted to the facility on June_
12, 2008 due to a history of falls which resulted in

injuries that lead to emergency room visits and a
hospitalization,

Interview was conducted with the facility * s House

while supporting client #1 at 32 Street. This training was

conducted by the QMREP. They were subsequently trained
by the PT in two sessions held at Lee Street. MTS wil]
insure that any new staff js traine

protocols prior to workin

|
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RE )

!: The effects of these systemic practices resulted

| in the failure of the facility to protect Client #1 and _

i‘ ensure his health and safety, Wi27

] W 127 483.420(a)(5) PROTECTION OF CLIENTS W 127

| RIGHTS

|

\

|

|

d on all treatment

g with client #1 and that all new
staff receives oticntations on each individual health

management care plan and al] treatment protocols within
the first week of service.., 8-20-08.
The PT will monitor client #1 and the implementation of

his treatment protoeols at minimum quarterly and more
frequently if needed... 8-30-08,

The QMRP will monitor im
protocols and active treatm
weekly ... 8-20-08.

PT will provide training for any new staff within 30 days of
their hire and the RN wil] Provide training within the first
week of hire to insure that new staff is effective in
implementing the treatment protocols,

All staff will receive refresher training at minimum
annually but more frequently if necessary based on
observed performances. The QMRP will document staff
training observations using standard MTS forms... 8-20-08.
All staff involved in observations mentioned in W127 by

the surveyor has been re-trained by the PT and QMRP...8-
4-08.

plementation of the treatment
ent generally at minimum twice

Manager (HM) on June 19, 2008 at 10:35 AM that
revealed three staff were transferred (Staff 1,
Staff 2, and Staff 3) from the client's former
facility to his current facility to assist in his
transition and provide continuity in his care. The

, staff that were transferred were to provide one to
'\:1 | oné staffing support for Client #1.

- It should be noted that client #1 has a serious degenerative
condition that will cause his £ross motor function to
deteriorate further. MTS will monitor him diligently and
adjust his treatment regimen to reflect new issues and

concerns but will also cooperate with efforts to find a long

term placement that will best serve his needs given his
+ situation...8-4-08,

B. Further discussion with the HM on June 18,
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2008, revealed that prior to Client #1's transition
into the facility, the former QMRP held an
inservice meeting with the faciiity's staff to
orientate them with Client #1's habilitation/service
needs. Review of the insarvice sign in sheet and
corresponding agenda document dated June 12,
2008, revealed four staff attended the inservice
training. There was no evidence that two of
Client #1's assigned one %o one staff members .
(Staff 1 and Staff 3) were present at the training.

Further review of the inservice agenda document
revealed that staff were made aware of the .
following information regarding Client #1:

- "Takes medication to reduce aggression.”
- "Wears glasses/refuses to wear them."
-"1 on 1 should be with him arm to arm
assisting.”

- "Has BSP to reduce Aggression.”

- "He had 4 recent injuries due to falling.”

Continued interview with the HM on June 19,
2008, revealed that during the aforemeantioned
inservice, the former QMRP Instructed staff to
remain in arm's distance of Client #1 at all times.
The HM further revealed that the facility was
providing 1:1 staffing supports for Client #1

(within arm’s distance) 24 hours a day, 7 days a
week.

Interview was conducted with the facllity ' s
Qualified Mental Retardation Professional
(QMRP) on June 19, 2008 at approximately 4:00
PM to ascertain if staff had received any other
traning specifically related to Client#1 singe he
moved into the facility. The QMRP replied and
indicated that no other training had been
conducted and further revealed that formal

: *ORM CM3-2567(02-99) Pravious Versions Obsolele

The team meeting mentioned was held with these agrced
upon recommendations:

4012 LEE STREET, NE
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W 127 Continued From page 4 W 127

*  Seek a more appropriate placement that will

better meet client #1°s needs long term,

In the interim, provide one-to-one supports 24/7
via trained staff,
Consistently implement the treatment support
protocols as prescribed.
Rule out the use of a walker as this has been tried
twice unsuccessfully, He will not use one.
Use a wheelchair for entering and leaving the van
and for community travel.
Support client #1 in entering and leaving the
facility by insuring that he uscs the hand rail and
has one-to-one staff support on the other side,
PT monitoring at minimum quarterly to assess
degenerative situation with gross motor function,
Staff training as needed to insure routine and
appropriate implementation of the treatment
protocols.
QMRP and RN monitoring of staff support to
insure proper implementation of support
protocols.
Staff report signs and symptoms of iliness, pain,
distress or decline in function to RN and/or PCP.
Coordinate with day program, share all
information and protocols (day program attended
team meeting).
Provide staff support for transfers, standing and
short distance walking as per the protocols,
Complete the nerve conduction velocity test as
Tecommended by the PT if the PCP concurs
(scheduled via a physiatrist for 8-14-08)...8-14-
08.
Keep home and walkways obstruction-free,

Monitor for falls, maintain staff proximity to
prevent falls.

Event ID: 6Uv011
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‘ training with the facility's Physical Therapist (PT)

‘ and Psychologist were scheduled to be held the

\ following week. At the time of the interview and

1 since the client's admission into the facility on

‘ June 12, 2008, the facility failed to provide

5 evidence of any other training related to Client

| #1's habilitation needs and services other than

* the aforementioned training conducted by the

1 former QMRP. It should be noted that after the

{ QMRP's discussion with the surveyor on June 19,

:| 2008, the facility's PT was observed to be in the

! facility. The PT provided onsite instruction to four

| of the facility's staff, including Staff 1 and Staff 2

\ regarding Client #1's formal PT program,

‘ techniques for transfers, and providing assistance
during ambulation. Additionally, interview with the

‘ PT revealed that staff should remain next to the -

client at all times.

On June 27, 2008 an onsite visit was conducted
at Client #1's residence. At approximately 10:53
AM on June 27, 2008, tha QMRP nofified the
surveyor that Client #1 fell while on a madical
appointment and was subsequently transferred to
the emergency room for evaluation. Review of .
the corresponding emergency department
discharge summary on June 30, 2008 revealed
the client was diagnosed with a scalp contusion.

Interview with Staff 1 on June 30, 2008, revealed
the events that led to Client #1's incident on June
27, 2008. Staff 1 revealed that while seated
beside Client #1 at the doctor's office, he
alternpted to stand up after his name was called
to be seen for his medical appeintment. Client #1
stood and fell farward, hitting his face on the floor.
Staff 1 explained that during the pracess of the

fall, he/she held onto Client #1 by his beltand -~
| waist,

FORM CMS-2587(02-99) Previous Versians Obsoleds - Event iD:6UVO11 Facllity ID: 08Go74 If continuatlon sheet Page 6 of 13.
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C. Observation of Staff 1 on June 30, 2008, at
10:25 AM, revealed Staff 1 seated on the chair in ;
the living room (closest to frant door) L |
approximately 3 feet away from where Client #1 S
was seated. When queried about his/her

distance from the client, Staff 1 revealed that
helshe was suppased to be seated beside the ~ ————+ : 4
client. Staff 1 further revealed that his/her '

| Position/distance frorm Client #1 at the time of the
observation was wrong. On June 30, 2008 at
11:32 AM Staff 1 was observed to be positioned
on the right side of Client #1 while the client was
ambulating. As the client approached the
entrance of the facility (to exit), Staff 1 was
observed to have his/her left arm extended and
around Client #1's waist.

Additional observation of Client #1 was conducted
on June 30, 2008 at 3:21 PM. Atthe time of the . _
observation, Client #1 was being assisted by Staft I
2. Staff 2 was observed 1o leave Client #1 alone | ——
(only surveyor present), seated on a chair in the
living room, while he/she retrieved the client's
wheelchair, Staff 2 left the living room, went
through the dining room, through the kitchen and
out of sight of the surveyor and Cllent #1,

Review of Client #1's record on June 1 9, 2008
revealed an "Ambufation Protocol” dated May 2,
2008 designed by the current PT and to be
implemented by the current facility. The protocal
documented the following:

A

Allow [Client #1] to transfer and ambulate. Guard
him on either side,

Your body should be close to his body without
interfering with his movements.

Do not try and guard [Client #1] with outstretched

FORM CMS-ZEB?(Oz-BB) Prevloua Varsions Obsole's i Evem ID:_EUVO1'I Facility ID: 093074
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‘W 127 Continued From page 7 W 127}

arms,  Aveid holding [Client #1] on his arm, - ’

If be starts to lose his balance, use your arms and

position your body againsi hig body to assist with

regaining his balance, Avoid pulling on his upper

extremities.

It should be noted, that interview with the current
HM and QMRP and record review fajled to
provide evidence that any staff were inserviced on
the aforementioned protocol prior to the PT
training at Client #1's current facility on June 23,
2008. At that training, staf wera instrueted on fall
Prevention, providing assistance during
ambulation, safety and dosumentation for Client
#1 .

The QMRP was notified on June 30, 2008, at
4:28 PM (via telephone) of the State Agency's
determination that the facility failed to ensure staff
were knowledgeable regarding Client #1's needed
Supervision and furthermare falled to make '
certain that staff provided the required Support to
prevent incidents of falling. This failure resulted in
neglect which posed serious and iImmedjate
threat to Client #1's health and safety,

The surveyor remained onsite until the facility
addressed the serious ang Immediate jecpardy by
initiating a plan that prohibited the morning
(7AM-3PM)one to one staif (Staff 1) and the
evening (3PM-11PM) one to one staff (Staff 2)
from assisting Client #1. The facility's Registered
Nurse provide training to the facility staff that
were on duty (June 30, 2008) on "What You ¢an
do to prevent falls.” The QMRP further instituted a
schedule that incorporated the use of ore to one
staff that were trained to effectively provide Client
#1 with the required staffing stpport and
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supervision. Additionally, the plan documented
that the Physical Therapist would provide further
training to all staff on Client #1's ambulation
protocol. A system of monitoring was also
implemented to ensure staff were providing the
supervision appropriately. Fi urthermore, the
QMRP revealed that a meeting would be held

with Client #1's interdisciplinary team regarding =~

his status, At approximatzly 8:40 PM, systems
were empioyed by the facility to alleviate the
immediate concern,

483.430 FACILITY STAFFING

The facility must ensure that specific facility
staffing requirements are met.

This CONDITION is not met as evidencad by;
Based on observations, staff interviews, andg
record review, the facility failed to ensure that
each client's active treatment program was
integrated, ¢oordinated and monitored by the
Qualified Mental Retardation Professional
(QMRP) [See W1 S9]; falled to ensure each
employee was provided with initial and continued
training that enabled them to perform their duties
effectively, efficiently, and competently [See
W189J; and failed to ensure employees were
effectively trained to provide for each client's
health and safety [See W127 and w182,

The effects of these systemic practices results in
the facility's failure to provide adequate staffing
and ensure his health and safety. [See also
W122)

433.430(3) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treatment program must be

W 127| -

W 158

W 159

B

W158

MTS has insured systemic corrections were put in place to
address staff training issues immediately and moving

forward....8-4-08,
See also the responses for W127.
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W 159 | Continued From page 9 W 159
' integrated, coordinated and monitored by a
qualified mental retardation professional,
This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that each client's active treatment
program was integrated, coordinated and
monitored by the Qualified Mental Retardation W
Professional (QMRP). 159
. ; See the at d i ~t0- i
The findings include: tr:?ne ga gf_tzl_lg&documentanon. One-to-One staff has been
) The QMRP will insure that any new one-to-one staff
The QMRP fEf‘]Ed tato ensure ‘?mP‘OYEE.:B were Support person is trained on all treatment protocols for the
effectively trained to provide Client #1 with 11 targeted person supported before beginning to work one-to-
staffing supports. (See W192) one with that person.., 8-20-08,
W 192 | 483.430(e)(2) STAFF TRAINING PROGRAM W 192

For employees who work with clients, training
must focus on skills and competencies directed
toward clients' health needs.

This STANDARD s not met as evidenced by:
Based on observation, interview and record
review the facility failed to ensure employees
were effectively trained to provide for each client's

health and safety, for one of one client (Client #1)
being investigated.

The finding includes:

A. (Cross refer to W127) On.June 27, 2008 an
onsite visit was conducted at Client #1's
residence. At approximately 10:53 AM on June
27,2008, the QMRP notified the surveyor that
Client#1 fell while on a medical appointment and
was subsequently transferred to the emergency
room for evaluation. Review of the corresponding

W192

The staff members cited in W192 have been re-trained by
the PT...8-4-08.

In addition, the QMRP and RN will monitor routine
Implementation of the protocols to insure proper

:')nglplementation (RN weekly, QMRP twice weekly)... 8-4-

Event ID:6UVQ11
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W.192 | Continued From page 10

W 192
\ , emergency department discharge summary on

June 30, 2008 revealed the client was diagnosed
with a scalp contusion,

Interview was conducted on June 27, 2008,
beginning at 10:39 AM, with the staff member
(Staff 1) present on the madical appointment with
Client #1 on June 30, 2008. Staff 1 revealed that
while seated beside Client: #1 at the doctor's
office, he attempted to stand up after his name
was called to be seen for his medical
appointment. Client #1 stood and feli forward,
hitting his face on the floor. Staff 1 explained that
during the process of the fall, he/she held onto
Client #1 by his belt and waist.

B. Observation of Staff 1 on June 30, 2008, at
10:25 AM, revealed Staff 1 seated on the chair in
the living room (closest to front door)
approximately 3 feet away from where Client #1
was seated. When queried about his/her
distance from the clierit, Staff 1 revealed that
he/she was supposed to be seated beside the

1 : client. Staff 1 further revealed that his/her

' - | pesition/distance from Client #1 at the time of the
observation was wrong. On June 30, 2008 at
11:32 AM Staff 1 was obsarved to be positioned
on the right side of Client #1 while the client was
ambulating. As the client approached the
entrance of the facility (to exit), Staff 1 was

observed to have his/her laft arm extended and
around Client #1's waist,

Additional observation of Client #1 was conducted
on June 30, 2008 at 3:21 PM. At the time of the

| observation, Client #1 was being assisted by Staff | -
| 2. Staff 2 was observed to leave Client #1 alone
i (only surveyor present), seated on a chair in the

1"ORM CMS-2587(02-99) Pravious Varsions Obaolate Evant ID:6UVQ11 Facility ID: 08G074 If continuation sheet Page 11 of 13




oA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

Bo015/029
PRINTED: 07/23/72008

MTs

{X4) 1D

STREET ADDRESS. CITY, STATE, ZIF GODE
4012 LEE STREET, NE

WASHINGTON, DC 20019

! FORM APPROVED .

: OMB NO. 0938-0391
STATEMENT QF DEFICIENC[ES (X1) PROVIDERISUPFLIERICLIA (X2) MULTIPLE CDI.\ISTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; i COMPLETED

: A. BUILDING
' C
B. WING
09G074 06/30/2008
NAME OF PROVIDER QR SUPPLIER .

PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES |
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

r]
FREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TQ THE APPROPRIATE DATE

DEFICIENCY)

(XS)
COMPLETION

i
i
i
L -

W 192

Continued From page 11

living room, while he/she ratrieved the client's
wheelchair, Staff 2 left the living room, went
through the dining room, through the kitchen and
out of sight of the surveyor and Client #1.

Note: Review of Client #1's record on June 19,
2008 revealed an "Arnbulzation Protocol" dated
May 2, 2008, This protocol was designed by the
facllity ' s PT, who also provided training to the
staff on June 19. 2008 and June 23,2008, The
protocol documented the following: :

Allow [Client #1] to transfer and ambulate. Guard
him on either side.

Your bedy should be close to his body without
interfering with his movemens, :

Do not try and guard [Client #1] with outstretehed
arms. Avoid holding [Client #1] on his arm.

If he starts to lose his balance, use your arms and
position your body against his body to assist with
regaining his balance. Avoid pulling on his upper
extremities. ' :

Four inservice traiﬁings were held related to
Client#1 as detailed below

June 12, 2008 - Inservice training that relayed
general information about Client #1 (conducted by
the former Qualified Mental Retardation
Professional). Review of the inservice sign in
sheet and corresponding agenda document dated
June 12, 2008, revealed iour staff attended the
inservice training, There was no evidence that
wo of Client #1's assigned one to one staff
members (Staff 1 and Staff 3) were present at the
training.  Interview with Client #1s curment

House Manager (HM) on June 18, 2008

beginning at 10:35 AM revealed that during the

W 192

|
|
|
|
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aforementioned inservice, the former QVIRP
Instructed staff to remain in arm's distance of
Client#1 at all times, The HM further revealed
that the facility was providing 1:1 staffing supports
for Client #1 (within arm's distance) 24 hours a-
day, 7 days a week.

June 19, 2008 - Inservice training provided to four
staff, including Staff 1 and Staff 2, regarding
Client #1's formal Physical Therapy (PT)

program, techniques for transfers, and providing
assistance during ambulation (conducted by the
PT). Additionally, interview with the PT revealed

that staff should remain next to the client at all
times.

June 23, 2008 - Inservice training regarding Client
#1 provided to staff that on fall prevention,
providing assistance during ambulation, safety
and documentation (conducted by the PT).

June 24, 2008 - Inservice regarding Client #1's

behavioral concerns (Condlucted by the
Psychologist), :

At the'time of the survey, the facility failed to
ensure staff proficlently displayed their knowledge
of Client #1's required 1:1 staffing support.

W1

92|

o et .
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Services (MTS) to ascertain i

reports. :

1229 3510.5(f) STAFF TRAINING

limited to, the following:

technologies:

The finding inciudes:

A (Cross refer to Federal Defi

On June 18, 2008, an investigation
(DCO0001569) was initiated at Multi Therapeutic

regarding the frequency of serious incidents
invelving Resident #1. * The Investigation findings
were based on observations, interviews, and a
review of records, including unusual incident

Each training program shall include, but not be

: The PT will monitor client #1 and the implementation of
(f) Specialty areas related to the GHMRP and the his treatment protocols at minimum quarterly and more
residents to be served including, but not limited frequently if needed.... 8.30-08. _
to, behavior management, sexuality, nutrition The QMRP will monitor implementation of the treatment
re'creation total COmmuni'caﬁcns ar’\ d assisti\'/e protocols and active treatment generally at minimum twice
1 ] . .

This Statute is not met as evidenced by:

Based on observation, intarview and record
review the facility failed to ensure employees
were effectively trained to provide for each
client's health and safety, for one of one residents
(Resident #1) being investigated. - ’

Citation W127) On June <7, 2008 an onsite visit
was conducted at Client #1's residence. At
approximately 10:53 AM on June 27, 2008, the
QMRP notified the surveynr that Client #1 fell
while on a medical appointment and was
subsequently transferred to the emergency room situation... 8-4-08.
for evaluation. Review of the corresponding
emergency department discharge summary en

, June 30, 2008 revealed the client was diagnosed
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1000 INITIAL COMMENTS

1 000

formation

Wwiz7

Client #1°s one-to-one staff was trained on the PT protocols
while supporting client #1 at 32 Street, This training was
conducted by the QMRP. They were subsequently trained
by the PT in two sessions held at Lee Street, MTS will
insure that any new staff is traincd on all treatment

1229 protocols prior to working with client #1 and that all new
staff receives orientations on each individual health
Tanagement care plan and all treatment protocols within
the first week of service... 8-20-08.

weekly ... 8-20-08.

PT will provide training for any new staff within 30 days of
their hire and the RN will provide training within the first
week of hire to insure that new staff s effective in
implementing the treatment protocols.

All staff will receive refresher training at minimum -
annually but more frequently if necessary based on
observed performances. The QMRP will document staff
training observations using standard MTS forms... 8-20-08.
All staff involved in observations mentioned in W127 by
the surveyor has been re-trained by the PT and QMRP... 8-
4-08.

ciency Repart It should be noted that client #1 has a serious degenerative
condition that will cause his gross motor function to
deteriorate further. MTS will monitor him diligently and
‘adjust his treatment regimen to reflect new issues and
concerns but will also cooperate with efforts to find along
term placement that will best serve his needs given his

' SNATE FORM

o2 Re Mimisiato AN o -

( - , " j a ' ( . 4 - 4 = L -

/ \ IJQ AQ Lu_/(;t(/é) . { . fTTTLEY . o {X8) DATE
;Qm\ CTorg ORfPR V@E%Mzﬁuen EPRESENTATIVE'S SIGHATURE ~ A WML A

5408

[779)

6UV011 If continuation shaat 1 of 10



Ce e Tias AAD AVASRLVEOU HRA

018/029
PRINTED: 07/23/2008
FORM APPROVED
|| STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION . IDENTIFICATION NUMBER; COMPLETED
‘ A BUILDING , o
B. WING
HFD03-0232 06/30/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
4012 LEE STREET, NE
MTS : : WASHINGTON, PC 20010
(X4)iD SUMMARY STATEMENT OF DEFIGIENCIES In PROVIDER'S PLAN OF CORRECTION (X5)
!l PREFIX {EACH DEFICIENCY MUST EE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
? TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DAYE
l DEFICIENCY)
' : 1229) Continued From page 1 1220
with a scalp contusion, ‘.
| Interview was conducted an June 27, 2008,
? beginning at 10:39 AM, with the staff member
(Staff 1) present on the medical appointment with
Client #1 on June 30, 2008. Staff 1 revealed that
! while seated beside Client #1 at the doctor's

office, he attempted to stand Up after his name

; was called to be seen for his medical

1 appointment. Client #1 stood and fell forward,

: hitting his face on the floor, Staff 1 explained that
i during the process of the fall, he/she held onto
N Client #1 by his belt and waist.
|

B. Observation of Staff 1 on June 30, 2008, at
10:25 AM, revealed Staff 1 seated on the chair in
the living room (closest to front daear) o : Pau b
approximately 3 feet away from where Client #1 -
was seated. When queried about his/her
| distance from the client, Staff 1 revealed that
he/she was supposed to be seated beside the
client. Staff 1 further revealed that his/her
position/distance from Client #1 at the time of the
observation was wrong. On June 30, 2008 at
11:32 AM Staff 1 was obsarved to be positionad
on the right side of Client #1 while the client was
ambulating. As the client approached the
entrance of the facility (to exit), Staff 1 was

observed to have his/her left am extended and
around Client #1's waist,

Additional cbservation of Client #1 was
conducted on June 30, 2008 at 3:21 PM. At the
time of the observation, Client #1 was being
assisted by Staff 2. Staff 2 was observed to
leave Client #1 alone (only surveyor present),
seated on a chair in the living room, while he/she
retrieved the client's wheelchair. Staff 2 left the
living room, went through the dining room,
through the kitchen and out of sight of the

Mealth Regulation Admimstrafion

_[E'TATE FORM asco sUVO11 ) If eonlinuation shest 2 of 10




- Al AVAGSLHEIU

[do19/029

PRINTED: 07/23/2008

AND PLAN

. T
STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SURPLIER/CLIA

OF CORRECTION IDENTIFICATION NUMBER:

HFD03.0232

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

A BUILDING
B WING

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

06/30/2008

(X3) DATE SURVEY
COMPLETED

c

i@alth Regul

suUrveyor and Client #1.

Note: Review of Client #1's record on June 19,
2008 revealed an "Ambulation Protocol” dated
May 2, 2008. This protacol was designed by the
facility ' s PT, who also provided training ta the
staff on June 19. 2008 and June 23,2008, The
protocol documented the following:

Aliow [Client #1] to transfer and ambulate. Guard
hirn on either side.

Your body shauld be close to hig body without
interfering with his mavements. ,
Do not try and guard [Client #1] with outstretched
arms. Avoid holding [Client #1] on his arm.

If he starts to lose his balance, use your arms
and position your body against his bady to assist
with regaining his balance. Avoid pulling on his
upper extremities.

Four inservice trainings were held related to
Client #1 as detailed below:

June 12, 2008 - Inservice training that relayed
general information about Client #1 (conducted
by the former Qualified Mental Retardation -
Professional). Review of tha inservice sign in
sheet-and corresponding agenda document
dated June 12, 2008, revesled four staff attended
the inservice training. There was no evidence
that two of Client #1's assigned one ta one staff
members (Staff 1 and Staff 3) were present at the
training.  Interview with Client #1's current
House Manager (HM) on June 18, 2008
beginning at 10:35 AM revealed that during the
aforementioned inservice, the former QMRP
instructed staff to remain in arm's distance of
Client #1 at all times. The HM further revealed
that the facility was providing 1:1 staffing supports

ation Administration
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day, 7 days 3 week.

June 19, 2008 -
staff, including Staff
Client #1's formay Physicél Therapy (PT)
program, techniques

for Client #1 (within arm's distance) 24 hours a

Inservice tfaining provided to four | -
1 and Staff 2, regarding

for transfers, ‘and providing

assistance during ambulation (conducted by the
PT). Additionally, interview with the PT revealed

that statf should remain naxt to the client a
timeg.

providing assistance during @mbulation, sg
and documentation (conducted by the PT),

June 24, 2008 -

behavioral concerns (conducted by the
PsychoIOQist).

ensure staff proficiantiy displayed their kno
of Client #1's required 1:1 staffing support.

1271 3513.1(b) ADMINISTRATIVE RECORDS

Each GHMRP sha)j

administrative records:

(b) Persbnnel records for aj) staff including

office and made available upon request;
This Statute is not met as evidenceg by:

Based on interview and record review, the
GHMRP failed fo
personnel record,

tal

Inservice training regarding
| Client #1 pravided to staft that on fay prevention,

fety

Inservice regarding Client #1's

| Atthe time of the survey, the facility failed to

wiedge

maintain for each authorized
agency s inspection, at any time, the following

job

descriptions either atthe GHMRP orin a central

Provide evidence of a|j Staff 2's

1229

1271

3513.1(b)

Criminal background checks for all staff are attached.,, §-4-
08.

At present all staff hired is checked using the nationa]
registry ... 8-4-08.
MTS has gone back to do the national registry check on

ealth Regulation Adminis{ration

TATE FORM

BAkg

SUV014

If continuation shegt 4 of 10




—t i v ET 1A0 AULEALYGIU HRA

@oz1/020

PRINTED: 07/23/2008
FORM APPROVED

R
SYATEMENT

AND PLAN OF CORRECTION

OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HFD03-0232

X2) MULTIRL) : (X3) DATE SURVEY
(X2) M E CONSTRUCTION COMPLETED
A. BUILDING

B. WING '. C
06/30/2008

{ NAME OF PROVIDER OR SUPPLIER

MTS

STREET ADDRESS, CITY, STATE, ZIP CODE

4012 LEE STREET, NE
WASHINGTON, DC 20018

(X4) lo
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATIQN)

iD PROVIDER'S PLAN OF CORRECTION 1)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO'THE APPROPRIATE DATE

DEFICIENCY) .

1271

1500

Continued From page 4

The finding includes:

interview with Resident #1's former House

Manager (HM) and former Qualified Mental
Retardation Professional (on June 18, 2008 and
June 19, 2008 respectively) and raview of
persannel records on June 18, 2008 and June

19, 2008, revealed that the facility failed to

provide evidence that a criminal background
check was conducted on Staff 2 prior to his/her
employment. It should be further noted that on
June 27, 2008, while conduct an on-site visit, a
second request was made to the former HM for
Staff 2's personnel file. Atthe time of the
investigation, the facility failed ta provide
evidence of Staff 2's personnel file to include

his/her eriminal background check.

3623.1 RESIDENT'S RIGHTS

Each GHMRP residence director shall ensura

that the rights of residents are observed and

protected in accordance with D.C. Law 2-1 37, this

chapter, and other applicable District and federal
laws.

This Statute is not met as evidenced by:

Based an observation, interview and record

review, tha GHMRP failed to ensure each
resident's rights were observad and protected in
accordance with D.C. Law 2-137, this chapter,
and other applicable District and Federal Laws.

Tha findings include;

A. The GHMRP failed to ensure each resident's

fights as documented in D.C. Law 2-1 37,
Chapter 19, § 6-1970 detailing the prohibition of
mistreatment, neglect or abuse.

271

500

3523.1 -

All staff has beep trained on the pT Protocols for client #1.

See the attached trainin, i
g documentatig 8
Tesponses for W127... 8-4-08. 1 Seealso, the

Tealth 'Regula
STATE FORM
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Client#1 was admitted to the facility on June 12,
2008 due to a histary of falls which resulted in

injuries that lead to emergency room visits and a
hospitalization,

[nterview was conducted with the facility ' 5
House Manager (HM) on June 19, 2008 at 10:35
AM that revealed three staff were transferred
(Staff 1, Staff 2, and Staff 3) from the clients
former facility to his current facility to assist in his
transition and provide continuity in his care. The
staff that were transferred were to provide one to
one staffing support for Client #1, :

B. Further discussion with the HM on June 19,
2008, revealed that prior to Client #1's transition
into the facility, the former QMRP held an
inservice meeting with the facility's staff to
orientate them with Client #1's habilitation/service |-
needs. Review of the inservice sigh in sheet and
corresponding agenda document dated June 12,
2008, revealed four staff attended the inserviee
training. There was no'avidence that two of
Client #1's assigned one to one staff members
(Staff 1 and Staff 3) were present at the training.

Further review of the inservice agenda document
revealed that staff were made aware of the
following information regarding Client #1:

- "Takes medication to reduce aggrassion.”
- "Wears glasses/refuses to wear them."

i -"1.0n 1 should be with him arm to arm
assisting,"

=~ "Has BSP to reduce Aggression.”

: -"He had 4 recent injuries due o falling." -

Continued interview with the HM on June 19,
2008, revealed that during the aforementioned

ealth Regulation Administraton '
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- | training with the facility's Physical Therapist (PT)

Continued From page 8

inservice, the former QMRP instructed staff tg
remain in arm's distance of Client #1 at all times.
The HM further revealed thaf the facility was
providing 1:1 staffing supports for Client #1

(within arm’s distance) 24 hours a day, 7 days a
week,

Interview was conducted with the facility ' s
Qualified Mental Retardation Professional

(QMRP) on June 19, 2008 at approximately 4:00 1| ___——1"

PM to ascertain if staff had receivad any other
training specifically related to Client #1 since he
moved into the facility. The QMRP replied and
indicated that no other training had been
conducted and further revealed that formal

and Psychologist were scheduled to be held the
following week. At the time of the interview and
since the client's admission into the facility on
June 12, 2008, the facility failed to provide
evidence of any other training related to Client
#1's habilitation needs and services other than
the aforementioned training conducted by the
former QMRP, It should be noted that after the
QMRP's discussion with the surveyor on June 18,
2008, the facility's PT was observed to ba in the
facility. The PT provided onsite instruction to four |
of the facility's staff, including Staff 1 and Staff 2
regarding Client #1's forma| PT prograr,

techniques for transfers, and providing assistance|

during ambulation, Additionally, interview with the
PT revealed that staff should remain next to the
client at all times.

On June 27, 2008 an onsite visit was conducted
at Clicnt #1's residence. At approximately 10:53
AM on June 27, 2008, the QMRP notified the
surveyor that Client #1 fell while an a medjeg|
appointment and was subsequently transferred to
the emergency room for evaluation. Review of

1 500
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the corresponding emergency department
"discharge summary on June 30, 2008 revealed
the client was diagnosed with a scalp contusion.

Interview with Staff 1 on June 30, 2008, revealed
the events that led to Client #1's incident on June
27,2008, Staff 1 revealed that while seated
beside Client#1 at the doctor's office, he
attempted to stand up after his name was called
to be seen for his medical appointment. Client #1
Stood and fell forward, hitting his face on the
floor. Staff 1 explained that during the process of

| the fall, he/she held onto Client #1 by his belt and
waist, :

C. Observation of Staff 1 on June 30, 2008, at
10:25 AM, revealed Staff | seated on the chairin
the living room (closest to front dooar)
approximately 3 feet away from where Client #1
was seated. When queried about his/her
distance from the client, Staff 1 revealed that
helshe was supposed to be seated beside the
client. Staff 1 further revealed that histher
position/distance from Client #1 at the time of the |
observation was wrong. On June 30, 2008 at
11:32 AM Staff 1 was obsarved to be positioned
on the right side of Client #1 while the client was
ambulating. As the client approached the
entrance of the facility (to exif), Staff 1 was
observed to have his/her Iaft arm extended and
around Client #1's waist, -

| Additional observation of Client #1 was
-conducted on June 30, 2008 at 3:21 PM. At the
time of the observation, Client #1 was being
assisted by Staff 2. Staff 2 was observedto ‘ : ‘ .
leave Client #1 alone (only surveyor prasent),
seated on a chair in the living room, while he/she
retrieved the client's wheelchair. Staff2 left the
living room, went through the dining room,

- 2alth Regulation Administration
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Continued From page 8

through the kitchen and out of sight of the
surveyor and Client #1.

Review of Client #1's record on June 19, 2008
revealed an "Ambulation Protocal" dated May 2,
2008 designed by the current PT and to be -

implemented by the current facliity. The protocol
docurented the following:

Allow [Client #1] to transfer and ambulate, Guard
him on sither side. '
Your body should be close to his body without -
interfering with his movements,

Do not try and guard [Client #1] with outstretched
arms. Avoid holding [Client #1 J on his arm.

If he starts to lose his balance, use your arms
and position your body against his body to assist
with regaining his balance, Avoid ‘pulling on his
upper extremities. )

It should be noted, that interview with the current
HM and QMRP and record review failed to -
provide evidence that any staff were inserviced
on the aforementioned protocal prior to the PT
training at Client #1's current facility on June 23,
2008. At that training, staff were instructed on fall
prevention, providing assistance during
ambulation, safety and documentation for Client
#1

The QMIRP was notified on June 30, 2008, at
4:28 PM (via telephone) of the State Agency's
determination that the faclity failed to ensure staff
were knowledgeable regarding Client #1

needed supervision and furthermore failed io
make certain that staff pravided the required
Support to prevent incidents of falling. This failure
resulted in neglect which posed a serious and
immediate threat to Client #1's health and safety.

1500
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The surveyor remained onsite until the facility
addressed the serious and immediate Jeopardy.
by initiating a plan that prohibited the morning
(7AM-3PM)one to one staff (Staff 1) and the
evening (3PM-11PM) one to one staff (Staff 2)
from assisting Client#1. The facility's Registered
Nurse provide training to the facliity staff that
were on duty (June 30, 2008) on "What you ¢an
do to prevent falls.” The QMRP further instituted
a schedule that incorporated the use of one to
one staff that were trained to effectively provide
Client #1 with the required staffing support angd
supervision. Additionally, the plan documented
that the Physical Therapist would pravide further
training to all staff on Client #1's ambulation
protocol. A system of monitoring was also _
implemented to ensure staff were providing the
supervision appropriately. Furthermore, the
QMRP revealed that o meeting would be held
with Client #1's interdisciplinary team regarding
his status. At approximately 8:40 PM, systems
were employed by the facility to alleviate the .
immediate concern, S
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On June 18, 2008, an investigation :
(DCo0001 269) was initiated at Muiti Therapeutic
Services (MTS) to ascertain information ’
regarding the frequency of serious Incidents
involving Resident 1. The investigation findings
werg based on observations, interviews, and a

raview of records, including unusual incident
reports, '

R122 47012 BACKGROUND CHECK REQUIREMENT | R 122

R122 ang R125

. mamtams Crimi
This Statute is not met ag evidenced by o7 the home Office but wjjy Producenfl:eb;‘;i%rg?gfxﬁs
Based on interview and ths review of records, the | ii hours of the initiation of 5 survey heteafter ., g.4.0g
GHMRP failed to ensure crimina background for :;f gsonetd};\de conducts the natjona| Tegistry search
checks had been obtained before employing or ) Via the n ‘:'-S ol o 018 point and js fe-Checking older stage
using the contract services of an unlicensed : “Honal registry .. 83008,
person, o

The finding includes:

A. Interview with Client #1's former House
Manager (MM) and former Qualified Mental
Retardation Professional (on June 18, 2008 and.
June 19, 2008 respectively) and review of
personnel records on Juhe 18, 2008 revealed
that the facility failed to provide evidence that a
criminal background check was conducted on
Staff 2 prior tg nis/her employment. it should be
further noted that on June 27, 2008, a second
request was made to the former HM for Staff 2's
personnel file. At the time of the investigation,
the facility failed to provide evidence of Staff 2's

alth Reg!lation Ad inis_l tion. . ] . _ ‘ : ] ‘ A;
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‘Personnel file to include his/her crminal

-checks disclosed the criminal history.of any

Continued From page 1

background check,

B. Review of the personnel record for Staff 3 and
interview with Client #1 former HM on June 18,
2008, revealed a criminal background check that
disclosed a 7 year crimina| history in ali .
jurisdictions within which Staff 3 worked and
resided was not on file. The former HM was
inferviewed to ascertain if all the necessa
checks were conducted. On June 23, 2008, the
required background check was provided for
Staff 3. It should be noted however, that the
background check was dated June 20, 2008
(after the staff's date of hire). [See also 4701 5]

4701.5 BACKGROUND CHECK REQUIREMENT

The criminal background cheek shall disciose the
criminal history of the prospective employee or
contract worker for the pravious seven (7) years,
in all jurisdictions within which the prospective
employee or contract worker has worked or

resided within the seven (7) years prior to the
check.

This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to ensure eriminal background

prospective employee or =ontract worker for the
previous seven (7) years, in all jurisdictions within
which the prospective employee or contract
worker had worked or resided within the seven
(7) years prior to the check,

The finding includes:

1. (Cross Refer to 4701.2) Interview with Client
#1's former House Manager (HM) and former

R 122

R125
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Qualified Mental Retardation Professional (on
June 18, 2008 and June 13, 2008 respectively)
and review of personnel records on June 18,
2008 and June 19, 2008, revealed that the facility
failed to provide evidence that a crirminal
background check was conducted and disclosed
the required information far Staff 2 prior to his/her
employment. . S

2. Interview with Client #1's former House
Manager (HM) and former Qualified Mental .
Retardation Professional (on June 18, 2008 and
June 19, 2008 respectively) and review of
persannel records on June 18, 2008 and June
19, 2008 revealed Staff 1 had a eriminal ’
background check for the District of Columbia, It
should be noted however, that there was no
information provided in Staff 1's record that
disclosed information regarding his/her residence
or work history for the specified timeframe (7
years) prior to the staffs employment. Atthe
time of the investigation, the facility's complianca
with the aforementioned regulation could not be
determined. : '

Note: On June 27, 2008, while conducting an
on-site visit, a second request was made {o the
former HM for Staff 1's, missing information and
Staff 2's personnel file. . L

e
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